Introduction
Since the era of William Osler, attending rounds has been fundamental to patient care and education at teaching hospitals. 1 Rounds serve as an important time for clinical decision making, coordination of patient care, education and assessment of trainees, and communication with patients and families. [2] [3] [4] Much has changed in medical education since Osler, including the adoption of different rounding models, an increased presence of hospitalists, the use of technology, limits on resident hours, and a greater focus on shared decision making with patients and families. These changes result in a contextual shift in rounds toward covering higher patient volumes in less time and a decline in the amount of bedside teaching. 5, 6 In addition, the move to competency-based education highlights a linkage between clinical activities and educational needs. With these demands, it is unclear which rounding models are ideal for educational and clinical success.
Previous studies have characterized the activities occuring on rounds, noting tremendous variabilities among institutions and specialties, 2, 4, 7, 8 and the current compressed workday may constrain traditional activities on rounds, such as physical examination instruction.
rounding models, such as family-centered rounds (FCR) 9 may alter residents' perceptions of the purpose of rounds. However, there is a paucity of studies investigating resident perceptions of rounds and comparing them across specialties. To respond to this need, we conducted a multisite qualitative study to determine medicine and pediatrics residents' perceptions of current and idealized inpatient rounds.
Methods
Between April and June 2014, we convened 11 semistructured focus groups at 4 teaching hospitals: University of Chicago Medical Center, Children's National Medical Center, Georgetown University Medical Center, and University of California, San Francisco Medical
Center.
Sampling Strategy
We invited a sample of junior (postgraduate year [PGY] 1) and senior (PGY-2 and PGY-3)
residents from internal medicine and pediatrics to participate, to provide an array of perspectives across training levels and 2 inpatient-oriented specialties. Study sites were selected to achieve a geographically diverse sample of university-based hospitals employing hospitalists. Residents were contacted by e-mail to participate voluntarily without compensation.
Data Collection
Most focus groups had 5 to 9 participants, with 2 outliers of 3 and 21 members. Groups were organized by specialty and training level to include, separately, medicine interns, pediatrics interns, medicine seniors, or pediatrics seniors. Interviews were digitally recorded and transcribed. The focus group script (provided as online supplemental material) was informed by a literature review and expert input, and used open-ended questions to explore perspectives on current and ideal practices of rounds. Focus group sessions lasted 30 to 60 minutes. Four faciliators led focus groups at the study sites. An author (R.R.) trained to conduct focus groups led the focus groups at 1 site, and trained the facilitators at the other sites.
The protocol was approved by the Institutional Review Boards of the 4 partipating sites.
Data Analysis
We employed a grounded theory approach to data collection and analysis, 10 analyzing transcripts using the constant comparative method. 11 Investigators had no a priori hypothesis. Four transcripts were independently reviewed by 2 investigators (R.R., O.H.). Words and phrases served as the units of analysis. The researchers discussed initial codes and resolved discrepancies through deliberation and consensus to create codebooks. Researchers inductively and iteratively identified themes that included multiple codes, which were edited to reflect the evolving dataset.
One author (R.R.) independently coded the remaining transcripts using the revised codebook as a guide. To ensure accuracy of codes, a faculty author (H.B.F.) with insight into rounding used the refined codebook to code 2 previously coded transcripts. No new codes emerged through this process, suggesting an accurate coding scheme. Findings were organized and presented in accordance with published standards for qualitative research.
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Results
Demographics
A total of 47 internal medicine residents and 38 pediatrics residents participated in the focus groups (TABLE 1) . The majority of medicine residents were men and had not practiced FCR, while the majority of pediatrics residents were women and reported using FCR.
Qualitative Analysis
Four themes were identified, with 1 to 9 codes related to each theme. Themes were patient care, clinical education, patient/family involvement, and assessment. See TABLE 2 as well as the online supplemental material for representative quotes.
Patient Care
Comments related to activities on rounds that advanced patient care, including communication among the medical team, development of a cohesive plan, and completion of patient care work, were grouped into the patient care theme. Completion of Attending Work: Residents commented that rounds create an opportunity for the attending to "examine the patient."
Development of the
Clinical Education
Comments related to the education of trainees on rounds were grouped into the clinical education theme.
General Trainee Education:
References to "teaching" and "learning" as purposes of rounds were included.
Diagnostic and Therapeutic Decision Making:
Residents noted that the clinical context of rounds made it an ideal environment for discussing differential diagnoses, and developing assessments and plans.
Physical Examination:
Residents endorsed rounds as an important setting for teaching physical examination.
Presentation Skills: Residents emphasized that a major educational purpose of rounds was learning how to present patients.
Professionalism:
Residents cited rounds as an opportunity for role modeling of professional behavior by more experienced team members.
Communication: Pediatrics residents commented that rounds offer an opportunity to practice explaining care plans in a patient-friendly manner that avoids overuse of jargon.
Learning How to Teach: Residents noted that observations of model teachers on rounds
presented the opportunity to improve their teaching practice.
Safe Environment for Learning:
Pediatrics residents commented about the importance of providing a safe environment for learners to make mistakes, and argued that the adoption of FCR undermined this.
Feedback:
Residents described the importance of rounds as a forum for the dissemination of immediate feedback "from your attending and peers." Several pediatrics residents described a lack of formal feedback opportunities on FCR.
Patient/Family Involvement
Comments related to the incorporation of patients and families on rounds, including communication of the care plan, education, and shared decision making, were organized into the patient/family involvement theme.
Patient/Family Communication:
Residents described the value of updating patients/families about the evolving care plan.
Patient/Family Education:
Residents commented that rounds provide the opportunity to educate patients and parents about the care plan. Some residents voiced frustration that the needs of the family superceded their own, or that the presence of families constrained academic discussion of patients. Several pediatrics residents voiced concern that FCR led to an overemphasis on parent education during rounds.
Shared Decision Making:
Pediatrics residents talked about incorporating patient and family preferences into the daily patient care plan. This code was not discussed during medicine focus groups.
Establishment of Primary Team:
Residents reflected on the value of introducing members of the care team to the patient and their family.
Assessment
Comments related to trainee performance assessment were organized into the assessment theme.
This was a minor theme which had a single code, Demonstration of Trainee Knowledge/Skill, which emerged only during pediatrics focus groups.
Discussion
To our knowledge, this is the first national study to explore the perceptions of internal medicine and pediatrics residents about rounds. We identified 3 major themes encompassing the current purposes of rounds: patient care, clinical education, and patient/family involvement, and 1 minor theme, assessment. Our study confirms previous observational studies of internal medicine 2, 7, 8 and pediatrics 4 inpatient services that have identified patient care, education, and patient communication activities as the primary events observed on rounds.
Residents acknowledged the importance of each of these diverse functions, yet also noted that the multipurpose nature of rounds created tensions. Residents most frequently referenced the development of the patient care plan as a purpose of rounds, often calling it the "main purpose"
of rounds that could not be sacrificed due to limited time. Many senior residents indicated that there is "less teaching on rounds" since their time as medical students on rounds during the preduty hours era because of time pressures. Indeed, prior studies have shown a reduction of time spent on educational activities from approximately 25% of rounds before duty hours to 9% after its implementation. 4, 7, 8 Many residents perceived that discussions on rounds aimed at updating the morning team with overnight information (events, new laboratory values, changes to physical examination, etc) occupied a disproportionate share of rounding time, contributing to dissatisfaction with their learning. With increasing need for patient handoffs and time pressures introduced by the duty hours restrictions, the delineation of a standardized approach to attending preparation for rounds has become imperative. Many of the published benefits of attending review of the electronic health record before rounds (preparation of teaching points and illness scripts, streamlined case presentations, opportunities for quality and safety checks, and selection of patients of highest acuity and educational benefit for bedside rounds) would address resident concerns about disruption of educational opportunities and work efficiency. [15] [16] [17] Some residents felt that poorly structured learning opportunities on rounds detracted from their ability to deliver timely patient care. get stuff done because the worst again is that limbo where you are . . . pretending to pay attention but not actually doing much in terms of being efficient." A senior resident commented on the inefficiency introduced by rigid adherence to teaching with a formal presentation structure:
"you're presenting the head and neck exam on someone that totally doesn't matter . . . just to do it in rote format." These findings point to a need for attendings to define the roles of participants on rounds and set clear expectations for presentations; observations are supported by the literature on effective bedside teaching. 15, [18] [19] [20] Faculty development and mentorship initiatives aimed at incorporating best teaching practices into rounds are promising solutions to address resident dissatisfaction with how rounds are run. 21 To better understand how participant perceptions about clinical education compared to their developmental goals, definitions of each clinical education code were compared to definitions of core pediatrics and internal medicine milestones to assess congruency (TABLES 3 and 4). 22, 23 The pediatrics milestones that related to our results were the patient care, practicebased learning and improvement, interpersonal and communication skills, and professionalism competencies, 22 while the corresponding medicine milestones addressed medical knowledge, patient care, and professionalism. 23 Residents from both specialties endorsed rounds as an optimal setting to achieve several patient care milestones because they provide a "relevant"
context that encourages "active learning" about patients on the team. Yet residents noted that time pressures and other tensions made their learning experiences unsatisfactory. "[There is] a much larger educational component . . . where you really get into why we should be thinking about plans in the way that we're thinking about them, and why we should be thinking about diagnoses in the way that we're thinking about them." More research is needed to address how best to provide the time and safe environment needed to achieve these fundamental teaching objectives on increasingly rushed and fragmented inpatient teams. increased patient exposure, attending role modeling of communication and physical examination skills, and opportunities for real-time feedback. [26] [27] [28] Outside of physical examination teaching, none of these viewpoints emerged in our data, and pediatrics residents in our focus group perceived missed opportunities for immediate feedback because of the presence of family members.
Prior research on FCR noted that residents express feelings of discomfort about making mistakes, asking questions, and discussing sensitive information in the presence of families. [26] [27] [28] In our study, pediatrics residents cited similar concerns, but framed them in the context of their own education. Many interns indicated that FCR challenged resident autonomy: the need to appear competent in front of families hindered their ability to deliver authentic assessments and plans and learn through critical feedback.
The recognition of FCR as a success in the pediatrics literature is challenged by the frustrations voiced by residents in our study, who desire for more rigorous instruction in patient care. Two points that emerged during focus group discussions suggest approaches to mitigate these concerns: poor training for pediatrics residents during medical school in FCR and resident misunderstanding of FCR benefits .
There are limitations to this study. Our sample was restricted to internal medicine and pediatrics residents at academic institutions, and may not reflect the experiences of trainees in other specialties or community hospitals or those of non-resident participants on rounds. We used self-identification to determine the use of FCR, and differences may have existed among sites.
Conclusion
Our findings show that internal medicine and pediatrics residents perceive 4 broad purposes of inpatient rounds: patient care, clinical education, patient/family involvement, and assessment. 20 For a complete list of milestones and their definitions and assessment criteria, please visit: https://www.acgme.org/acgmeweb/Portals/0/PDFs/Milestones/InternalMedicineMilestones.pdf.
